Initially, the eruptions started as papules, which evolved into pustules and then crusted lesions. There was no history of fever, arthralgia or abdominal pain. The patient had not taken any medications for any other illness for at least 3 months before the onset of these skin eruptions. He had not suffered from any major medical or surgical illness in the past. There was no history of similar episode in the past. However, he gave history of multiple heterosexual, unprotected exposures with commercial sex workers in the past, which were not followed by urethral discharge or genital sores.
The emaciated individual had inguinal and axillary lymph adenopathy (discrete, mobile, firm and nontender nodes). Systemic examination was unremarkable. Cutaneous examination revealed multiple crusted lesions covered with dirty-looking, adherent and heaped-up crusts distributed mainly on the face and limbs [ Figures 1 and 2 ]. Multiple non-tender ulcers were seen on the palate, while small scattered similar lesions were noted on the trunk and genitalia. Sir, Syphilis, "The Great Imitator" is among the most fascinating skin diseases. Syphilis, in the presence of human immunodeficiency virus (HIV) infection, has varied clinical manifestations, often presenting in secondary stage. [1] Hyperkeratotic, crusted limpet-like and discolored lesions called "rupia" are uncommon and are usually seen in relapsing secondary syphilis. In pustular syphilis, as a result of endarteritis obliterans and diminution of blood supply, the papules and pustules undergo central necrosis, which extend deep and they present with a central core of necrotic tissue giving rise to "limpet-like" crusts resembling an "oyster shell," which may be discolored with altered blood. Face is the common site. Progression is rapid and may be associated with toxicity, fever, arthralgia and occasionally hepatitis. This rapidly evolving course of secondary syphilis is called as Lues Maligna. [2] With the spread of the HIV epidemic, atypical mucocutaneous manifestations of secondary syphilis may be seen more frequently than before and may pose problems in the diagnosis. [3] Here, we report a case of rupioid syphilis.
A 48-year-old married man, HIV positive since 4 years, not on antiretroviral treatment (ART), presented with multiple asymptomatic crusted lesions over the face, extremities, genitalia and trunk of 3 months duration. [3] In another report, there were 21 cases of pustular syphilis and among them, three patients had rupial syphilide. These cases of pustular syphilis were reported before the HIV era. [4] In yet another report, a case of rupial syphilide was reported in a single male from India but the patient was HIV negative. [5] In another case report, hyperkeratotic syphilide lesions disappeared in 1 month after 24 lac units of Benzathine penicillin. [6] In our case, the patient had typical heaped-up crusts without toxemia and lesions were afresh and were not consequences of recurrences. The histopathological features were typical of secondary syphilis. In addition to the classical histopathological features of secondary syphilis, granulomas, a rare feature, were observed. A high index of suspicion for HIV is required whenever we see such atypical skin lesions of secondary syphilis in any patient.
Becker's nevus with ipsilateral Becker's nevus with ipsilateral breast hypoplasia breast hypoplasia Sir, Becker's nevus was first described by Samuel William Becker in 1949. [1] Becker's nevus associated with musculoskeletal anomalies is regarded as Becker's nevus syndrome. [2] We report three cases of Becker's nevus with breast hypoplasia, as none has been reported from India.
Case 1: A 21-year-old female presented with underdeveloped breast and an irregular hyperpigmented patch over the right breast area for about 10 years. Cutaneous examination revealed a solitary well-defined, non-pruritic, light brown patch of size 10 cm X 14 cm on the right side of the anterior chest overlying the breast. There were few papular eruptions of size 2-3 mm over the patch and the skin was coarse to palpate. The margin of the patch was sharp but irregular. The nipple and areola were normal. The size of the right breast was remarkably less than that of the left breast [ Figure 1 ]. There was no associated hyperplasia of other structures or asymmetry of limbs.
Case 2: An 18-year-old girl presented with a hyperpigmented patch over her right mammary area since 3 years of age, as per her parents, who noticed a gradual reduction of her right breast for the last 4-5 years. On
